Objective: To examine the awareness and perceptions of local government staff about the social determinants of health (SDoH) and health inequity and use of these ideas to shape policy and practice.
R esearch and evidence regarding the social determinants of health (SDoH) directs our attention to ways in which sectors other than health affect population health and wellbeing. 1 There is, however, limited knowledge of how these ideas have been taken up and applied in those sectors. 2, 3 One sector of interest is local government, which has long been recognised as having significant involvement in activities aimed at protecting and promoting health. 1, 4 Growing understanding of the impact of social determinants on people's health has led to calls for local government to broaden its commitment to, and focus on, public health and the reduction of health inequities. The World Health Organization (WHO) 4 noted the particular role of local government in relation to the SDoH and health equity. The WHO Commission on Social Determinants of Health 1 also highlighted the importance of local government and the interplay between levels of government. In Australia there have been a range of public health initiatives from both Federal and state governments that have called for local government action in recent years. 5, 6 In Australia, the public health role of local government is to an extent codified in Public Health Acts, which encompass a range of public health concerns and interventions. Traditionally, these Acts have dealt with established environmental and sanitary issues and communicable diseases.
The Acts have established councils' regulatory role in health protection through activities such as waste management, and ensuring food safety and air and water quality. 7 Such activities remain important strategies for health, but while effective at controlling infectious disease, they do not address the other major cause of morbidity and mortality, non-communicable diseases, that are included under an expanded scope of practice as part of the 'new public health' . 8, 9 Regulatory functions were the primary focus of work for Environmental health Officers but their role is now in transition. It may now include other health promoting activities (e.g. co-ordinating partnerships to support integrated public health responses and input to policy and programs addressing the
Social determinants of health and local government: understanding and uptake of ideas in two Australian states
In recent years, state governments have legislated to encourage local government to address this expanded public health role, including addressing local SDoH. As Bagley et al. 11 note: "all jurisdictions have an interest in how to best plan for and deliver public health services. " In Australia, Victoria has led the way with more than two decades of experience of legislation requiring local governments to produce a Municipal Public Health Plan. Notably, a social view of health informs its planning framework, Environments for Health, 12 which explicitly references the Ottawa Charter for health promotion. 13 The
South Australian Public Health Act 2011 made innovations regarding the underpinning principles of Acts, ministerial responsibility and roles in regard to non-communicable diseases and local government.
Local government is also seen as important for interventions to reduce health inequities, in part because the distribution of the SDoH, and the resulting unfair differences in health status, manifest themselves geographically. Health inequities are largely the consequence of unequal distribution and access to resources such as housing, income, transport, education, recreational facilities, and food. 1 Understanding the causal pathways between determinants and health outcomes enables identification of ways of preventing disease and promoting good health. 14 By shaping and controlling the physical, social and economic environment local government can affect "pathways linking root social and environmental causes to health outcomes and inequities". 15 Further, local government is seen as wellpositioned to engage with local citizens and partner with other levels of government, private and non-government organisations to address SDoH. [16] [17] [18] In doing so, local government has been noted as being in a position to focus on asset models that concentrate on creating and maintaining health rather than deficit models, which dominate the health sector. 19 Local government can influence the SDoH in a range of ways: as an employer; through service delivery and commissioning; through its regulatory powers; through community leadership; through its scope to contribute to healthy environments and sustainable communities 20 ; and through its ability to reduce inequalities within its area. 2 In Victoria, a small-scale qualitative study identified potential areas for local government intervention to promote physical activity and healthy eating. 21 The evaluation examined staff perceptions in regard to their ability to take action across a broad range of these areas including the walking environment, the cycling environment, land-use zoning and management, facilities for physical activity, open recreational spaces, public liability, council food policy and billboards and signage. Evidence played an important role, but understandings of evidence differed between policy actors and institutions. For example, tackling obesity through regulatory intervention was responsive to evidence, particularly local evidence, and the perceived cost/ benefit of making changes. 20 In another study, Armstrong et al. 22 found that local, organisationally derived data was more influential in decision-making than peer reviewed evidence or policy frameworks from other contexts. Similarly, this privileging of local evidence was described in a small cross-country study that found local decisionmakers valued acceptability, deliverability and sustainability over evidence of longerterm health outcomes. 23 Turning to use of SDoH evidence in policy, knowledge translation of what has been characterised as a 'complex and unpublicised knowledge base' has been identified as a barrier to action on the SDoH. 2 A traditional knowledge translation model assumes that an essential step in achieving policy action is "getting the research results into the hands of policy and decision-makers. " 24 However, policy decisions are often based on a range of other considerations including financial and political factors and are influenced by a range of stakeholders, e.g. other than the identified decision-makers. Literature on both agenda setting 25 and implementation stress the importance of ideas in shaping these processes. 26 This paper reports on a study to determine the uptake of ideas relating to the SDoH in Australian local government. While the policy literature indicates that ideas alone are rarely sufficient to shift an agenda or ensure implementation, they are a vital part of the mix.
In the case of local government, little is known about how ideas about social determinants enter the mix. Our study extends this knowledge by examining uses of ideas on the SDoH and policy actors' familiarity with the evidence and sources of knowledge about the SDoH. .
Methods
The survey instrument was adapted from a Canadian survey 3 designed for federal and provincial public servants and later modified for use in New Zealand. 27 The survey used a range of statements rated on five-point likert scales assessing: awareness of SDoH, rated by familiarity; attitudes toward the SDoH, rated by agreement; and sources of knowledge, rated by importance. The survey items were adapted to fit local government and reflect local circumstances, e.g. questions relating to key NSW and SA policy and planning documents were included. Free text items allowing further comment were included.
The survey was pre-tested with four local government employees.
As a small-scale pilot study the sample was limited to NSW and SA, partly for convenience (as researchers were based in these states and had links with local government) and in part based on the differing legislative environment of the two states. NSW's Public Health Act has a more traditional focus on health protection, while SA's Act specifically addresses prevention of non-communicable diseases and is underpinned by principles relating to the SDoH. We recruited staff from 8 of 68 SA councils and 16 of 152 NSW councils. All SA and NSW councils (N=221) were stratified by state and metropolitan status and then 24 were randomly selected from each of the four groups (metropolitan Adelaide=5; non-metropolitan Adelaide=3; metropolitan Sydney=11; non-metropolitan Sydney=5). A reserve list was also generated through random selection. Differing structures and positions between councils made specifying the sampling frame difficult. We defined staff as eligible if they had public health responsibilities or if knowledge about the SDoH was relevant to their work responsibilities (a similar approach was taken by Armstrong et al.
22
).
A first round of invitations to participate was emailed to the CEOs of the selected councils asking them to provide the email addresses of up to 12 eligible staff. At least one followup phone call was made to ensure the email had been sighted by the CEO and to provide further information or clarification. Four © 2016 Public Health Association of Australia councils in each state agreed to participate, four councils declined, and the remaining did not respond despite follow-up calls.
Six weeks later a second round of invitations was sent to councils from the reserve list and follow-up contact made and two months later a third round was initiated. Eight councils in SA (4 non-metropolitan) and 12 councils in NSW (3 non-metropolitan), agreed to participate and provided staff email addresses.
Despite previous research experience and good networks in local government it was not easy for the research team to engage with the local government systems. Author FAL, who was president of the Australian Local Government Association and mayor of a South Australian council, used networks to vouch for the relevance of the project, which led to the recruitment of two councils. A $20 voucher was offered to respondents as reimbursement for their participation in line with findings that incentives significantly increase the proportion of invitees starting and completing Web surveys. 28 Participants were advised to check their organisation's code of conduct before accepting the voucher.
Data were collected between September 2014 and January 2015. A letter of invitation, with a link to the online survey as well as an information sheet detailing the study, was emailed to 135 employees. Email reminders were sent two and three weeks later. 29 Data were analysed in SPSS version 22.
Pearson's chi-squared-test was used to compare differences by state or metropolitan status. Due to the exploratory nature of this study and the large number of comparisons made, the p-value was set at 0.01 in all analyses. 30 An inductive approach was used to identify themes from the free text items.
The study was approved by the Flinders University Social and Behavioural Research Ethics Committee.
Results
Ninety six of the invited employees answered all or some of the survey questions: 50 from SA; 46 from NSW (response rate=71.9%). More than half (63.5%, n=61) the sample was female, and almost half (47.9%, n=46) were aged 30 to 50 years. Few significant differences were observed between states, or between metropolitan and non-metropolitan councils.
Awareness of ideas about the SDoH
The majority of respondents (88.4%, n=84) reported some familiarity with ideas about the broad determinants of health with a significant difference in familiarity noted between staff at metropolitan (93.4%) and non-metropolitan (70.6%) councils (χ
(1)=7.55, p=0.006). Despite our recruitment specifying participants with public health responsibilities or occupying roles where knowledge of the SDoH was relevant to their work, 11.6% reported little or no familiarity with ideas about the broad determinants of health and 35.8% rated themselves only moderately familiar. Familiarity with research on specific determinants of health is reported in Table 1 . Nearly all respondents reported being familiar with evidence related to the impact of the physical environment on health (95.6%), a traditional area of council responsibility.
Participants were asked about their familiarity with two landmark public health documents, the WHO Ottawa Charter for Health Promotion and the Commission on Social Determinants of Health final report, Closing the Gap in a Generation. Of those who responded (n=90), just over half reported little or no familiarity with the Ottawa Charter (56.7%) or the Commission's final report (52.2%).
Participants were also asked about relevant state-specific documents and legislation. 45.2% (n=19) of NSW respondents were familiar to at least some extent with their state's Public Health Act. In South Australia the percentage was 61.7% (n=29), perhaps due to the survey's timing: SA councils were preparing for submission of their first public health plans required under the 2011 Act.
Uptake and use of ideas
There appeared to be high acceptance of ideas regarding the influence of the broad determinants on health (see Table 2 for agreement with attitudinal statements). About 90% agreed that the impact of policy action on health determinants should be considered in all major government policy and planning initiatives. When specifically asked about their own council, 73% strongly or mildly agreed that use of SDoH knowledge influenced policies, plans and programs and 81% agreed that they were always trying to improve health when developing policy. This was despite a much lower proportion (27%) agreeing there were organisational incentives to build public health ideas into their work. More than three-quarters of participants agreed that the following would encourage action: more practical information about effective interventions; new cross-sectoral government decision-making structures; new resources directed to gathering information and research on how determinants affect health; and health impact assessments being required on major policy and planning proposals.
A high proportion of participants agreed that increased government investment was required for measures to support early childhood and increase social cohesion. Almost two-thirds of participants disagreed with the proposition that it is more important for government to work to improve overall economic prosperity than to reduce inequalities in the distribution of wealth.
Despite high levels of agreement on uptake of ideas about the SDoH, about half the participants agreed that lifestyle choices affected people's health more than other factors. Few agreed with the proposition that the health care system could potentially reduce the health status difference between Indigenous and non-Indigenous Australians.
Important sources of knowledge
All identified sources of knowledge regarding the SDoH were seen as important to some extent: informal discussions with colleagues, professional contacts (93.3%, n=83); government or professional reports (89.9%, n=80); professional activities, conferences, meetings, briefings, etc (83.1%, n=74); 
Other issues
Some participants took the opportunity to make further points in free text. Lack of incentives and issues of permission and power were reflected in these responses. They reported that they had SDoH knowledge relevant to policy and planning but were frustrated by the limited opportunities they have to apply this knowledge: The need for a longer-term focus, community involvement, reinforcement of local government's role in the provision of infrastructure and adequate funding were also the subject of comments.
Comparison to previous surveys
While this study focused on local government, the original Canadian survey 3 was distributed to federal and provincial civil servants in finance, labour, social services and health and the New Zealand study 27 included employees in government departments of health, social development, housing, education and finance. In all three studies more than half the respondents reported they were 'quite' or 'very familiar' with ideas about the determinants of health (this study 52.6%, Canada 58%, NZ 59%). As in our study there was a high level of agreement with the proposition that health determinants be considered in all major government initiatives in the Canadian and New Zealand studies (85% and 80%, respectively).
Discussion
Our survey results indicate significant support for the role of local government in public health and familiarity with public health concepts and SDoH knowledge. Moreover, the majority of respondents felt that local government was concerned with improving health and that they were using SDoH knowledge to inform policies, plans and programs.
Although the Ottawa Charter 13 has formed the platform for much of the health promotion undertaken in Australia, our findings indicate some local government staff with responsibilities in relation to public health are not familiar with it. This may indicate that the public health knowledge base of local government, at least in NSW and SA, differs in important ways from that of the © 2016 Public Health Association of Australia health sector. Our results also revealed less familiarity with ideas about the SDoH among employees at non-metropolitan compared to metropolitan councils. Non-metropolitan councils may therefore be less well equipped to take health promoting action or meet the legislated requirements such as those required under public health acts.
A large proportion of participants agreed with statements regarding the need for more practical information about effective interventions, new cross-sectoral decisionmaking processes and further research on the impacts of different determinants on health. This suggests some of the organisational building blocks for public health action and health promotion are not in place.
Participants agreed that governments might realise public health goals through greater investment in the childhood and by supporting social cohesion. While the development of such health promoting activities were viewed as necessary by a large majority of respondents, the qualitative comments regarding lack of mandate and implementation highlights the importance of support from senior management. This was also noted by Pettman et al.: "Australian local governments have capable staff interested in promoting evidence-informed, robust ideas for health promotion but, without imprimatur from senior decision makers, ideas may not translate into action for the community. " 6 Similarly, lack of support from elected members was noted as a barrier to health promotion in a Tasmanian review. 31 The present study found a range of information sources were considered important by participants. This implies researchers need to engage with policy makers to develop a range of dissemination strategies and ensure effective knowledge translation. Similar recommendations were offered by other studies. 32 An understanding of the role of policy networks and the diversity of influential actors requires researchers to develop different strategies for different policy audiences including, for example, staff with community development skills whose requirements may be different from technical staff and both have a different orientation to elected members. The UK Local Government Knowledge Navigator is an example of a knowledge translation initiative that is responding to evidence that "closer and more productive engagement" 33 of research and local government communities is needed.
Successful action on the SDoH necessitates collaborations across policy domains and levels of governments. The present study sample, particularly the NSW cohort, indicated they may not always use the language of public health even though they are always trying to improve the health of citizens. The lack of a shared or common language on the SDoH and public health may be a barrier to successful collaborations.
Language used is more than a matter of terminology, the way issues are thought about and spoken about frame problems and shape solutions. This might account for a comparatively greater proportion of participants in SA agreeing with the statement: "Focus on local government responsibility for public health has been used to justify inappropriate health sector funding cuts. "
Methodological considerations
Some study limitations are noted. This pilot study was undertaken to contribute empirical data on local governments' uptake of SDoH ideas. The field of research related to the determinants of health now recognises that there is limited inclusion of political science theory in research design and the explanations of findings developed. 38 The team involved in this pilot project are working actively to address this. 39, 40 Our future research on the local government policy environment will draw links between empiricism and political science theory. The nature of this pilot study was exploratory and the sample size was small. Consequently, statistical power to detect differences between states and between metropolitan and non-metropolitan councils was limited. The survey was circulated to people in a range of positions, from CEOs to Environmental Health Officers, but the recruitment strategy did not allow the complete sampling frame to be detailed. Differences in education may explain some of the variability in respondents' knowledge and skills related to the SHoH but training and education levels were not reported due to a high rate of non-responses to this question. We recognise that in some ways public health is viewed as a peripheral issue for local government and it is difficult to capture staff's time and attention among many competing demands. Our sample was likely to capture those councils and employees with most familiarity with the concepts of public health and the contribution local government makes to health.
Conclusion
This study explored the perceptions of staff at local governments in SA and NSW about SDoH and interventions to reduce health inequities. Local government has considerable potential to improve population health and address health inequity and carries increasing expectations to do so. Overall, our respondents appeared to have a positive disposition toward local government implementing action on the SDoH. The findings from this study suggest that council staff charged with these responsibilities have a broad understanding of the SDoH and are seeking guidance regarding the relationships between particular determinants and health and in particular, evidence regarding effective ways of intervening.
Researchers and funders need to respond to these calls for evidence regarding effective interventions and engage with local government actors and local communities to ensure relevance and application of findings. For knowledge engagement to occur and effect policy change in local government, researchers must look to insights from policy theories to develop a more sophisticated understanding of how evidence and ideas are disseminated, accepted and used in policy action for health. Increasingly, implementation literature acknowledges that effective policy action on SDoH results from a whole system in which the actors have knowledge and understanding and the institutions are both committed to policies that act on this knowledge and understanding and are effectively networked to ensure co-ordinated action. 35, 41 Local government is a vital part of the system but will be unable to make real progress without system-wide commitment. Part of the process of gaining this commitment is engaging citizens in broad debate about the importance of action on the SDoH. The authors are pursuing this agenda through an NHMRC Centre for Research Excellence in the Social Determinants of Health Equity. An overarching national public health framework based on SDoH that defined the role of local government and provided an associated funding program would provide a solid basis for capitalising on the interest in SDoH we have found in local government and so implementing the recommendations of the Commission on Social Determinants of Health.
